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could be made as regarded the exact method of infection. Bvery 
effort was made to trace out the source of infection in the second 
case—the result was as fruitless as that in the first case. The 
patient was in perfect health at time of infection, giving daily atten¬ 
tion to his business. All organs of the body were functionating nor¬ 
mal. Neither in his domicile nor in the food ingested could the 
source of infection be traced. The bacteriological examination'does 
not furnish us with much positive information as to the infecting 
organism. A diplococcus is not the usual type of organism producing 
gangrene, yet it is the one most abundantly found in this case. 
The investigations are of more value in a negative way—we know 
that there were no fusiform bacilli of Vincent’s, no Klebs-Loeffler 
or tuberculous bacilli. I was greatly disappointed with the labora¬ 
tory investigation. The most impressive feature of this second case 
was the intense and penetrating odor of the necrotic tissue. It is 
also interesting to note in the two cases reported by me that the one 
represents the moist and the other the dry type of gangrene. 

Unfortunately, no autopsy was attainable in either of the two cases 
which were under my observation. In the first case, for various 
personal reasons, it was not suggested; in the second I was, unfor¬ 
tunately, absent from the city at the time of the patient’s death. 


THE PREVENTIVE AND REMEDIAL TREATMENT OF 
ACUTE RHEUMATIC ENDOCARDITIS.* 

By Beverley Robinson, M.D., 

OF NEW TORE. 

No practitioner of medicine who has had a dispensary or hospital 
service can help having an earnest purpose and wish to prevent, as 
far as possible, the development of acute rheumatic endocarditis. 
These feelings arise because of the keen appreciation, not of the 
great seriousness at the time of many cases of this disease, but of 
the woful and usually irremedial results which follow it. The 
larger number, as we well know, of all chronic cardiac disorders 
proceed directly therefrom, and when valvular disease is once 
established our power to cure organic lesions which are present is 
lacking, and even our ability to restrict the ultimate outcome of 
stenosis, insufficiency, or myocardial changes is often much limited. 
It is evident, therefore, that the study of prophylaxis in this affec¬ 
tion is most important and far-reaching. We should effect prevention, 
not by directly combating the onset of endocarditis, but rather by 


i Read by title before the Climatological Association, June 30,1905. 
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aborting the attack of rheumatism which so often causes it. To-day, 
acquired knowledge points in many instances to the throat as being 
the door of entrance of the rheumatic poison. This statement is 
especially true of children. In diseased tonsils have been found 
streptococcus which, inoculated in animals, has produced articular 
rheumatism . 1 Further, Dr. F. A. Packard 2 reported five cases of 
endocarditis following acute angina. In three of these cases it 
was definitely known that the heart was normal before the attack 
of angina. During the attack endocardial murmurs developed; 
after the attack cardiac signs and symptoms persisted. This same 
author cites numerous instances reported by other observers, where 
cardiac lesions followed acute amygdalitis. Mention is also made 
of the frequency of cardiac lesions without the history of preceding 
rheumatism, but with the history of one or more attacks of severe 
sore throat. Sometimes the tonsillitis is present at the same time 
with other rheumatic manifestations, and it is difficult or impossible 
to affirm that the throat was the portal through which the rheumatic 
poison entered the system. Such a case, it seems to me, is one 
referred to by Dr. N. E. Brill , 3 where numerous cutaneous mani¬ 
festations, together with involvement of several joints, followed the 
tonsillar inflammation. In this case a “blood culture was made 
and diplococcus tenuis was found, which, when guinea-pigs were 
inoculated, gave rise to arthritic pains and injured the valves.” 

To keep the throat in a very healthy condition is, therefore, a 
primary and essential indication. Not only is acute endocarditis 
thus prevented: if chronic endocarditis exists as a result of rheu¬ 
matic infection, we can prevent in this way a renewal of endocardial 
inflammation. And even if sometimes we fail to prevent the develop¬ 
ment of tonsillar disease and the ensuing rheumatic attack, at least 
we may help the heart in a measure to withstand the invasion, and 
this in a sense is prophylaxis, according to Babcock. Tonsillar 
inflammation should be carefully and efficiently treated by local 
applications, and not only should acute manifestations be thus 
properly cared ior, but all recurrent and chronic forms of naso¬ 
pharyngeal, faucial and buccal disorder, should be so governed 
that soon a normal condition of organ may be attained. 

Whenever the use of sprays, gargles, and local pigments are 
unavailing, appropriate use of mild cauterizing agents is abso¬ 
lutely essential. Indeed, in some instances of enlarged, indurated 
tonsils, where the crypts are filled with foul-smelling, cheesy de¬ 
posits, the microbic disease is not fully eradicated, short of operative 
procedure, followed by appropriate topical medication. 

But general conditions must not be, and, indeed, cannot be, 

i Article by Babcock in Medicine, March, 1904, p. 209. 

* New York Medical Journal, April 29, 1905, p. 852; also Meeting of Association of American 
Physiciana, May, 1899. 

* New York Medical Record. November 12, 1904, p. 795. 
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ignored if we may expect the best results. The gastrointestinal 
tract is to be kept in an aseptic and fluent condition. All fermen¬ 
tations proceeding from careless, injudicious eating or dietary should 
be arrested with correctives or well-selected antiseptic agents. 
Satterthwaite 1 points out the correlation between intestinal disturb¬ 
ances and endocarditis, and speaks of instances where “in the 
course of an obstinate diarrhoea there was a sharp attack of endo¬ 
carditis,” and adds that “in the light of our present knowledge we 
may attribute it to gastrointestinal disorders/’ 

But now comes an even more important condition to be con¬ 
sidered and treated. This is the present and underlying rheumatic 
toxaemia. To prevent an outbreak, attention to diet, clothing, 
habits, surroundings, and occupation are very important. Good 
nutrition should be kept up by sufficient and suitable food. Wet 
and cold should be avoided. A suitable antirheumatic drug, or 
combination of drugs, should be taken immediately. And our 
choice se ems at present to be confined to one of the salicyl groups, 
with or without alkalies or alkaline diuretics. Of the former, sali¬ 
cylic acid, one of its salts, and preferably the salicylate of soda, or 
a mm onia, oil of wintergreen, or the synthetic methyl salicylate or 
salicin, the alkaloid from the willow bark, comprise the principal 
drugs which have received widespread commendation. Bicarbon¬ 
ate of potash or soda are the alkalies most employed; citrate, acetate, 
and nitrate of potash are the alkaline diuretics and refrigerants. 

If the tonsillar inflamm ation is moderate and acute, small doses, 
three or four times in twenty-four hours, of some one of the 
antirheumatic remedies, is all that is required, and soon the bene¬ 
ficial results from their internal use is very obvious. The acute 
inflammation quickly subsides, and locally the mucous membrane 
again seems normal. If, however, the acute inflammation is simply 
grafted on a preceding condition in which chronic structural lesions 
are present, we shall in a few weeks or months have a recurrence 
of the disease, and it is only after more radical measures have been 
instituted that a permanent cure is obtained. In some of these 
instances the digestive organs already much disordered for a long 
while require particular attention in the manner already indicated. 
Whenever evidence of endocarditis, usually Wholly objective and 
reduced simply to the expression of a systolic bruit at the apex, 
ha-** been discovered and apparently developed without adequate 
cause, a neglected throat trouble has at times appeared to me clearly 
explanatory. 

The first threatening outbreak of rheumatism may be that of the 
acute febrile disorder. So soon as the nature of the disease is defined 
antirheumatic medication should be immediately begun. The 
treatment at this time is most important. Not only should the right 


i Diseases of the Heart and Aorta, New York, 1905, p. 4Z 
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drug be selected, but it should be given at proper intervals and in 
sufficient dose. I have come to the ultimate conviction, partly by 
personal experience, partly by observation and analysis of my 
colleagues’ hospital treatment, and in view, also, of my appreciation 
of what I have read, that no antirheumatic remedy is so useful and 
so free from objections as salicin. While I am not prepared by my 
own observation in acute rheumatism to endorse unqualifiedly the 
more than emphatic encomiums of Maclagan, I am inclined to 
believe from what I do know and have seen that he is substantially 
correct—viz., that salicin more nearly approaches a true antirheu¬ 
matic specific, without great drawbacks, than any one we possess 
at present. Given in anything like a similar dose, salicylate of 
soda or oil of wintergreen will very soon occasion unpleasant or 
injurious effects. Oil of wintergreen causes head symptoms, in 
large or frequently repeated doses, which are annoying and fre¬ 
quently alarming. Salicylate of soda causes stomachal intolerance 
and, unquestionably, cardiac weakness, more or less enduring. 
Indeed, in cases in which it was probable that previous myocardial 
changes were present, the evil effects of its use were undoubted 
and lasting. Greenhow 1 states, for example, that “marked depres¬ 
sion of the pulse and action of the heart” followed its use in almost 
every case—fifty in all. Further, he states it does not prevent or 
diminish “the frequency of complications in rheumatic fever.” 
Against salicin no such objections can be urged, and even Greenhow, 
who, it seems to me, is somewhat too rigid in the proper estimate 
of its value, has not supported them. Speaking of salicin, Maclagan* 
writes: “It produces none of the deleterious effects of the salicylates. 
In several cases, some of which I have recorded, I have given full 
doses of salicin to patients suffering from the*depressing and disturb¬ 
ing action of salicylate of soda; and under its use (though, of course, 
not in consequence of it) the depressing effects of the salicylate have 
disappeared.” Salicin has been given in doses of 30 grains every 
hour for eight doses, and subsequently of 20 grains eveiy two hours 
for one or several days, without occasioning appreciable accidents 
of any kind, and apparently with only relief to the patient’s symp¬ 
toms and general condition. 

In the cases studied by Greenhow he gave the salicylate less 
frequently and in smaller doses, usually, than he did salicin. On 
the other hand, Preble 3 affirms that the salicylates “should be 
pushed to intoxication in the shortest possible time,” and, further, 
that “the existence of a cardiac lesion is not a contradiction to 
their use.” My personal observation would not support either of 
these statements. I would add, however, that David B. Lees 
insists also upon the great importance of giving large doses of the 

1 Clinical 8ocIety Transactions, 1886, toL xill. p. 244. 

* Proceedings of the Medical Society of London, 1884, voL vi. p. 112. 

* Progressive Medicine, March, 1905, pp. 175-176. 
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salicylates in the rheumatism, acute and subacute, of adults and 
of children, but safeguards them with bicarbonate of soda. It is 
clear to my mind, however, that practitioners have usually erred 
in not giving larger and more frequent doses of salicin, especially in 
the initial stage of acute articular rheumatism, and so long as fever 
and pain in the joints were present. Of course, as Fagge 1 says, in 
speaking of the salicylates, the doses and frequency of giving which 
is essential to achieve good results, varies much with the case and the 
individual, and “it is generally necessary to use a larger quantity 
of salicin.” 

By the use of salicin the poison of rheumatism may be neutralized, 
the disease shortened, and thus there is less likelihood to have endo¬ 
carditis appear. In those cases in which we do have endocarditis 
after treatment has begun, it may be that salicin was not made use 
of soon enough, and in sufficient doses. As treatment with it does no 
harm, it is wise in any event to persist in giving it, and, possibly, 
thus prevent further cardiac complications. It has been questioned, 
where salicin was given and no endocarditis developed, whether 
endocarditis would have occurred if no salicin had been given. 
There are no statistics to afford convincing proof, perhaps, and the 
favorable cases occasionally observed may have been accidental. 
And, after all, outbreaks of rheumatism vary at different times. 
It may be added, however, that “one 2 may reasonably expect that 
any remedy which has the power of arresting acute rheumatism, 
so that after its administration fresh joints no longer become 
affected, must also hinder the development of what is believed to 
be an analogous morbid process in or around the heart.” 

I believe salicin is such a remedy. Indeed, the report which I 
have from Dr. J. E. Traub, my former house physician at St. Luke's 
Hospital, New York, is to the effect that salicin has there proved 
most satisfactory of the salicyl group in the treatment of rheu¬ 
matism, but as to its effect in preventing or curing acute rheumatic 
endocarditis, there was no evidence of a convincing kind to be 
obtained. Kinnicutt 5 believes that his cases treated with oleum gaul- 
theria presented less than the usual proportion of heart complications. 
The late Dr. Flint, 4 Gottheil, 6 and Seelye 6 have reported analogous 
results. Greenhow 7 writes that salicylate of soda does not prevent 
or diminish “the frequency of complications in rheumatic fever.” 8 

* Practice of Medicine, p. 557. 

* Fagge. Practice of Medicine. Philadelphia, 1886. voL ii. p. 537. 

* Medical Record. voL xxil. p. 505. * Philadelphia Medical Times, vol. »H1. p. 846 1 

* Medical Record, vol. rxlv. p. 258. 

* New York Medical Journal. November, 3884; National Dispensatory, 1831, p. 1125. 

T Clinical Society Transactions, 1880, vnl. xtiL p. 345. 

* Methyl Ballcylate, or synthetic oil of wintergreen, now used In one New York Hospital by 
reason of false economy, is. I believe, an undesirable substitute for the natural oil. In many 
cases It Is tolerated even less well by the stomach than salicylate of soda. According to latest 
information it may be that pure ethyl salicylate possesses several advantages over the natural 
as well as the artificial methyl salicylates. It is said to be less toxic than oil of wintergreen, 
and less irritating to the stomach than salicylate of soda (Jane 23,1905). 
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In cases of recent valvulitis, Richard Caton 1 advocates strongly 
the use of iodides, “partly to help in the absorption of morbid 
exudations, but chiefly to lower muscular tension.” He endeavors 
also to influence the cardiac vasomotor and trophic nerves re- 
flexly, by gentle and almost painless stimulation of the first four 
dorsal nerves which we know to be in close relation with the heart 
Babcock 2 is unwilling to accept any other evidence of the cure of 
acute endocarditis than what proceeds from autopsy findings, and 
his experience is not sufficient hitherto to enable him to be con¬ 
vinced of its possibility. “The mere disappearance of a cardiac 
murmur is not sufficient to justify a conviction in this regard.” 
Clinical observation and pathology show, writes Babcock, that 
once acute endocarditis is thoroughly developed we have no mp»ns 
to cure it. 

In instances of subacute and chronic rheumatism, where I have 
given salicin many times in small or moderate doses, more or less 
frequently, I have repeatedly known symptoms to disappear com¬ 
pletely, or be much ameliorated in a few days or weeks, and without 
any intercurrent manifestations of an unfavorable nature which 
could be attributed to its use. I cannot say as much of the salicyl¬ 
ate of soda, but shall make an exception for the ammonia-salt which 
has stood me in good stead oftentimes, and particularly whenever 
there was marked stomachal irritability. We must ever bear in 
mind that while the heart may be attacked at the same time as the 
joints, we are not aware of it simply because it takes several days 
for the inflammation to be propagated from the fibrous to the serous 
layer, and then only through thickening and friction of the valves, 
occasion the condition which gives rise to an audible murmur— 
viz., minute or warty vegetations. The importance of.this fact 
should be insisted upon both in the acute and subacute forms of 
rheumatism. Even when fully developed, Maclagan believes in 
the cure by means of salicin treatment and prolonged absolute rest 
of many cases of acute endocarditis. The importance of this rest 
cannot be insisted upon top strongly during the entire attack of 
rheumatic fever. Rest must be both mental and bodily. Thus the 
heart is freed additionally from sources of much increased action 
and tension, and it is evident in this way we lessen somewhat the 
chances of cardiac derangement. 

In many of the ailments of children and adolescents, where they 
are closely watched, a marked rheumatic dyscrasia will be, if not 
at once, finally discovered. These affections differ materially with 
.those of adult age. Articular symptoms are very infrequent; 
cardiac complications are the rule. Indeed, sometimes an endo¬ 
cardial murmur with fever is almost the first symptom of rheumatism 

1 Lancet, February 4,1905, p.801. 

* Diseases of Heart and Arterial SyBtem, 1903, New York. Appleton & Co. • 
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which is m a nif est. With it, however, may appear cutaneous 
symptoms, such as those which characterize erythema, purpura, 
recurring urticaria, or subcutaneous nodules. These nodules are 
occasionally seen over a superficial bone or tendon. Accompanying 
them there may be no fever and no articular manifestations. For 
Cheadle, the cutaneous disorder, accompanied by the endocardial 
bruit, is always a condition involving a very grave prognosis. If 
the rheumatic origin of any of these signs be recognized, we should 
save the heart from unnecessary strain and prevent, if possible, its 
becoming involved. Sometimes, despite rational precautions of 
prophylaxis, there may be an outbreak of acute articular rheu¬ 
matism, and the heart may become affected. Indeed, this is so 
frequent as to seem to some observers a part of the normal march 
of ffie disease with children, and not a complication of it. It is 
most important to recognize it as soon as it does exist This we 
may often do by a murmur or muffling of the first sound of the heart 
at the apex. There may also be an accentuation of the second 
pulmonic sound, or a reduplication of the second sound at the apex. 
(Parkinson. 1 ) Irregularity and inequality of the pulse are deceptive, 
as they may occur in health. If our diagnosis of the presence of 
rheumatism be made, it should be promptly treated; first, by a 
proper amount of one of the salicyl group, and best of all by salicin; 
second, by absolute or relative rest of body and mind, depending 
upon the degree, stage, and locality of the rheumatic affection. 

In giving the specific treatment of rheumatism, with salicin or 
a salicylate, care should be observed not to interrupt treatment 
too soon, and not to reduce the amount of the drug too rapidly. 
In either case, if we do, a relapse more or less serious of all previous 
symptoms is liable, to occur and to last a longer or shorter time. 
What is true of one relapse is true in a very measured degree, 
unfortunately, of two or even more relapses. I am satisfied that 
with children especially, and when the heart becomes involved, as 
is usually the case, the salicylates cannot be persisted with in even 
moderate doses for a continued period, without doing considerable 
irremediable harm. In these instances I would insist most emphati¬ 
cally upon the proper use of salicin as being a far preferable, be¬ 
cause a safer, remedy to administer. It may not act always so 
rapidly and at first, apparently, so usefully, but if our observations 
be careful and continued I am convinced all will agree with me 
and share my conviction. Despite treatment with salicin, however, 
these cases go frequently from bad to worse, and many of them 
result fatally, owing to an advanced condition of heart disease. 
While this statement is unfortunately true, I am confident more 
such cases are hurt unduly where salicylate of soda has been given 
to combat pain and lessen fever, by reason of its depressing action 


1 The Hospital, October S, 1903, p. 10. 
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upon a heart with a myocardium already relaxed, softened, weak, 
and showing signs of beginning degeneration. In such cases it is 
wisdom frequently to diminish the amount of the salicylate and 
even of salicin, and combine with it a suitable amount of alkali. 
Dr. Gilbert Smith’s tables, indeed, seem to show that the percentage 
of heart complication, at St George’s Hospital, London, “might 
be due to the fact that the practice of combining full doses of alkali 
with the salicylate was general” at that hospital. Indeed, the percent¬ 
age was low’er than at the other hospitals, and also than the general 
average of the presalicylate cases. This is in line somewhat with 
the statements of Fuller and Dickinson, who had shown that alkalies 
had a great influence in preventing heart complications. 1 The old 
alkaline treatment was essentially eliminant, and in my judgment, 
even if it does not shorten rheumatic attacks in adults or children, 
or prevent or cure endocarditis, usually, at least, it does no evident 
harm. Pursued moderately, during several days or weeks, and 
especially when we give therewith a suitable cardiac tonic or stimu¬ 
lant, such as sparteine, caffeine, or strophanthus, it relieves symp¬ 
toms frequently, and without injurious after-results. David B. 
Lees 2 urgently advocates the necessity of combining with the salicyl¬ 
ates at least double the quantity of bicarbonate of soda in order 
to prevent salicylate acid poisoning and the “air hunger” so charac¬ 
teristic of it. 

For my own part, feeling as I do about the utility of biliaiy dis¬ 
infection in the successful treatment of rheumatism, and recognizing 
the probable power in this direction of the salicylate group, and 
notably of salicylic acid, I am inclined at times to combine the use 
of chloride of ammonium with an alkaline diuretic like acetate 
of potash. I have assuredly seen more than once fever and pain 
lessened very notably by this combination, and in cases, perhaps, 
where the salicylates had been used already, without good results. 
The chloride of ammonium has been recognized for many a year 
as an hepatic stimulant and antineuralgic, among the most valuable. 
The late Dr. Anstie, of London, has interested me much, through 
his work on neuralgia, in the use of this salt. And a fact worthy 
of note is that the combination to which I refer was a favorite one 
with a down-town practitioner of New York, who, twenty to 
twenty-five years ago, had a very extensive reputation, even among 
the wealthy and cultured classes, for his great success in treatment 
of rheumatism in its subacute and chronic forms, of men and 
women, of middle life or beyond. 

In acute exacerbations of the disease tincture of aconite was 
added with very great advantage to the relief of symptoms and 
comfort of the patient. The aconite was suppressed as the patient 
improved. In another toxamia, namely, that of influenza, the 

1 Medical Society Transactions, vol. vi. p. 125. 

* Acute Visceral Inflammations, London, 1904, p. 296. 

VOL. 130, SO. 4.- OCTOBEB, 1905. 41 
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alkaline treatment with chloride of ammonium is sometimes useful 
also, and particularly if there is any painful expression of the 
disease in connection with an endocardial murmur. . 

When any of the abnormal signs of rheumatism appear in a child, 
he or she should be confined to bed. And even though the child 
seems very little ailing, he must be kept there until all signs of 
rheumatic trouble have passed, either of heart or other organ. It 
is a small matter, writes Ashby, 1 to be overcareful in keeping in 
bed a child with slight joint trouble, but it is a grave affair to ignore 
acute endocardial trouble and to let children run about too soon. 
Usually endocarditis in children is accompanied also with myo¬ 
carditis, and this is an additional reason for insisting upon rest in 
bed—viz., physiological rest. Indeed, there may be both peri¬ 
carditis 2 and myocarditis, and thus all the heart structures are soon 
involved. Rest is even more important with children than with 
adults, as we know with them how liable the heart is to be attacked 
by the rheumatic poison, and how serious the remote results of it 
are. The task of absolute and prolonged rest in bed for children 
is a very difficult and ungracious one many times, but may occa¬ 
sionally be accomplished completely and efficiently, and ultimately 
with happy results. If the patient is made to understand in the 
beginning the great importance of this rest treatment, and how- 
only in this way a complete cure can be' expected, he or she, with 
wise parents, will submit to it. But it requires faith, courage, 
intelligence, will-power, and self-control on the part of physician, 
parent, and also, in a measure, of patient, to secure a thoroughly 
satisfactory result; I mean a complete cure. To no one more than 
to the late Dr. Maclagan, of London, and, latterly, to Dr. Caton, 
of Edinburgh, are we indebted for their wise insistence upon the 
all-important necessity of absolute rest in the treatment of acute 
endocarditis, at a time when it is yet possible to achieve a complete 
and permanent recovery. The guiding hand of the physician to 
prevent overstrain of the heart must be used not only during the 
period of absolute rest, but continued a long while afterward. This 
continued care and watchfulness is far more important in reality 
than the treatment of cardiac inadequacy due to permanent lesions 
when it has once developed. We perceive, then, that the physician’s 
duty is not terminated when acute cardiac inflammation has dis¬ 
appeared. He must prevent chronic cardiac disease of valves and 
muscle and in competency resulting therefrom, by wise counsel and 
avoidance for the patient of overfatigue. There is much for a 
careful physician to do in this direction, and he fails in duty if he 
does not instruct his patients who have had acute endocarditis what 

* Ashby and Wright. Diseases of Children. 

* In latal cases, ont of 150 only 9 escaped pericarditis, and at least one-fifth of the number 
had myocarditis. (Poynton.) 
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to do and what to avoid. Here, as Babcock writes, is “prophylaxis 
in the truest sense.” 

It is particularly important for patients affected with subacute 
rhe uma tism to take a complete rest for a while. In this way they 
will, I believe, often prevent the development of an attack of acute 
endocarditis. If a chronic valvular trouble already is present, this 
counsel of rest should be especially heeded, because if acute endo¬ 
carditis becomes manifest it will surely aggravate the previous 
cardiac condition. It is wise to avoid all violent exercise during 
the period of convalescence. It is also prudent for the physician 
to see the patient frequently, so that the first distinct evidences 
of the presence of acute endocarditis may be immediately and 
effectively combated. Mental strain should be avoided as much as 
bodily effort. The former, like the latter, is apt to occasion cardiac 
inadequacy. This it does through augmented cardiac action caused 
by excitement, brain-fag, mental weariness. The slower the heart 
acts the longer the diastole, and hence the less violent its con¬ 
tractions. Unfortunately, the heart cannot be put at complete rest 
as the joints can, and for this reason it is very often difficult, or well- 
nigh impossible, to secure a complete cure. The heart should be 
quieted by the use of bromides internally. Thus the risk of rupture 
of the cusps through overaction or the transport of emboli to 
different organs is notably lessened. Digitalis should not be used 
to quiet the heart. While this drug slows heart and pulse, it increases 
the strength of cardiac systole and may occasion injury to the 
softened valves by the additional strain thus occasioned. 

I confess I am somewhat skeptical in regard to the good effects 
of any local application in preventing endocarditis, unless combined 
with intelligent general treatment. In any event, as a preventive 
measure, I would not apply leeches, blisters, or even an ice-bag, 
with this object in view, unless there were rather pronounced 
symptoms indicating their use. The slight advantages possibly 
connected with their employment would be more than balanced by 
the annoyance which they would occasion. As regards the remedial 
effect of local applications, when acute endocarditis already exists, 
I hold somewhat different views. Whenever there is weakness and 
irregularity.of pulse and heart, it is desirable to employ hot fomen¬ 
tations, and these, I am confident, are far better than cold com¬ 
presses or an ice-bag, as their action is decidedly more stimulating. 
I am also satisfied that repeated fly-blisters over the precordial 
area are distinctly useful in a remedial way in commencing valvu¬ 
litis, and, despite any nervous distress or pain occasioned by their 
employment, would insist upon thsm. Iodine, mustard, turpentine 
stupes, etc., do not take their place or act so beneficially. 

In tins connection I would cite James Tyson, 1 who believes “if 

i Transactions of the Association of American Physicians, 1897, vol. xIL p. 203. 
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the blister is applied sufficiently soon, we may even avert the effu¬ 
sion” in pericarditis. Likewise, in endocarditis I believe we may 
avert roughening of valves and fibrinous deposit on them. Lees 
objects to the use of fly-blisters, on the ground that the soreness 
produced by them interferes with the physical examination of the 
heart. He admits, however, that they may be moderately useful 
in causing local muscular depletion. From this point of view he 
regards them as far inferior in value to the use of leeches. These, 
followed by the application, more or less continuously, of the ice- 
bag, diminish blood pressure in the right auricle, and when this 
portion of the heart is dilated, lessen its size and relieve symptoms 
very much, particularly dyspnoea and some lividity. An occa¬ 
sional mercurial is, in my judgment, advantageous. I do not 
believe aconite, veratrum viride, or tartar emetic are often indicated. 
In favor of the use of aconite I would say, however, that when the 
acute endocarditis is grafted on an old valvular lesion with general 
arterial changes and marked hypertension, it may exercise a 
valuable restraining influence in quieting the heart. It must be 
managed even then, however, with grer.t care and good judgment, 
and not carried to the point where notable general depression 
followed its use. 1 What remains of treatment pertains mainly to 
allaying symptoms as they arise, and without having in view any 
evident and direct remedial effect. Thus pain and restlessness are 
combated with opium, or in children, preferably, with the bromides. 
Soothing liniments, locally, may also be advantageous. I rarely, 
if ever, make use of the coal-tar antipyretics, and, except phenacetin 
in very small doses, believe they invariably do harm. High tem¬ 
perature seldom exists or calls for hydrotherapy. The latter is 
indicated, as a rule, merely for the patient’s cleanliness and comfort. 

In the use of strychnine, where there is evidence of myocardial 
degeneration, I now rarely give doses beyond grain four times 
in twenty-four hours, as I believe, with Dr. Curtin and Dr. Jacobi, 3 
the good effects are questionable with large amounts. Opium, in 
many such cases, when given in moderate doses, is a far preferable 
supporter of the heart. (Musser. 8 ) 

In some of these cases of systolic bruit at the apex during acute 
or subacute, or even chronic rheumatism, we are in doubt for a 
time, shorter or longer, as the case may be, as to whether the car¬ 
diac murmur really proceeds from or is caused by the diseased 
endocardium, or is htemic, or due to a dilated orifice caused, 
perhaps, by amemia, by nervous derangement, or relaxed and 
softened valves, or cardiac muscle. Time, judicious treatment, 
prolonged rest, absolute or relative, will solve the diagnostic diffi- 

1 During the past winter I saw & case, in consultation, where aconite was undoubtedly 
useful, and particularly in affording relief to distressing cerebral symptoms. 
s Discussion of Dr. Husser’s paper. 

* Paper read before the Association of American Physicians, Washington, May 16,1905. 
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culties many times, and in any event are usually the best remedial 
means for a while, which we can rationally advise and, indeed, 
strenuously urge. With returning health both murmur and dilata¬ 
tion may disappear because the heart has regained its tone. Autop¬ 
sies have shown that “one out of seven cases in which heart murmurs 
are heard no endocarditis is present In about one in seven cases 
in which endocarditis is found at autopsy no murmur was heard 
during life.” 1 Again, as Jacobi 3 wisely states, “often we were apt 
to make a diagnosis of endocarditis when there was a myocarditis 
present.” He had such cases under observation year after year; 
now and then they turned up with a systolic murmur (mitral). 
Then they would get better and remain so for months after treatment 
by rest, etc. The murmur would be brought out by the slightest 
exertion. 

There is one remarkable and suggestive analogy in acute articular 
rheumatism, which has been insisted upon by more than one 
observer, although ignored, apparently, by many. It is the resem¬ 
blance, in many particulars, to malaria. Even as regards the endo¬ 
carditis we have many features which are striking and common, and 
in relapses of each disease the need of long continued, although 
at times intermittent, medication to achieve the best curative 
results. 3 Singular to say, the willow tree is most prolific in the 
soil and under ambient conditions where rheumatic toxaemia would 
most probably be furthered by secondary causes, just as the tree 
from which cinchona and its alkaloids are obtained is found 
in countries where malaria is endemic in most pernicious form, 
and just as coca comes from a region where the natives particu¬ 
larly require the staying power to ascend great mountain heights 
which mastication of the fresh leaves of the plant surely gives. 

In rheumatism, in influenza, in cerebrospinal fever, and still 
other infections, similar symptoms often proceed, no doubt, from 
different microbes. It is possibly this latter element of the disease 
that explains, in some sense, at least, the alleged curative property 
of the diphtheria antitoxin in the late outbreak of acute meningitis. 

“In view of the favorable results in some of the cases of mixed 
infection, one or more of the accidental toxins may have been 
neutralized, while the principal one that happened to be incon¬ 
siderable in virulency and possibly untouched was more easily 
overcome by a natural vital resistance of the patient. Such an 
assumption would give a reasonable explanation for the cases that 
proved fatal in spite of the new treatment.” 4 It seems to me that 
this thought applies equally well to what we know to-day about 

1 Medical News, May 20,1905. p. 958. * Medical Record, May 20,1905. p. 1905. 

• In an able paper, Dr. Warren Coleman baa lately pointed ont cloee resemblance also 
between malaria and infective endocarditis. (The AMERICAN JOURNAL OF THE MEDICAL 
Sciences, March, 1905.) Qoery to my mind and to others Is whether all cases of endocarditis 
are not Infective. See Brill's case. 

* New York Herald, April 7,1905 (editorial). 
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the bacteriology of rheu ma tism and its frequent, at times almost 
essential, complication—acute endocarditis. This pathological 
condition occurs in a great many diseases, and it is a well-established 
fact that it follows many bacterial infections—syphilitic, pneumonic, 
streptococcic—after scarlet fever, rhsumatism, and many others. 1 

Hence, I am of the opinion, and my clinical experience would 
seemingly corroborate it, that while salicin and the other members 
of the salicyl group relieve rheumatic symptoms in a remarkable 
manner in many instances, in other apparently similar cases they 
fail to do so. Why, we do not know as yet positively. In just 
such cases I feel confident that the rheumatic poison is still present 
and active; but we are unable to neutralize it, or in any event, with 
our ordinarily most effective remedy. In view, however, of clinical 
facts which show the similar pathological effects of different micro¬ 
organisms, we now endeavor to give an explanation which is rational 
and, provisionally at least, fairly satisfactoiy. Take one notable 
example to prove it. It is well known, and has been so for many 
years, that a Spa treatment at sulphur springs (Aix-les-Bains, Rich¬ 
field, Sharon, etc.) has been judged to have positive therapeutic value 
in many cases of rheumatism, in which other remedies had ceased 
to be of value, or even,. originally, had not responded favorably to 
our legitimate anticipations. Aside the theory of the causation of 
rheumatism, based essentially on the fact that it is due to the action 
of “diplococcus tenuis” or other form of micro-organism, it is 
evident that provisionally “we must be content to combat the 
symptoms of the disease, as they present, by purely empiric methods.” 
(Conklin.) 

In conclusion, I would emphasize again the importance of my 
subject for discussion—than which, indeed, I know of none of 
greater interest It seems to me that to the late Dr. Maclagan and 
to Dr. Lees, both of London, the profession is under deep and 
lasting obligation for demonstration of facts fruitful of enduring 
advantage to innumerable patients. 

Note.— During the past winter and spring I have suggested the 
use of salicin in the treatment of epidemic cerebrospinal meningitis. 
In several cases, at different hospitals of New York (St Luke’s, 
Bellevue, Gouverneur, etc.), salicin was given a trial, and, while 
it did not yield notable remedial results as regards the outcome of 
the disease, it did show marked power over the joint symptoms 
manifested in connection with it in a few instances. I am glad 
to note that apparently good results have been obtained latterly 
by Dr. A. Seibert 2 in cerebrospinal meningitis from rectal injections 
of large doses of sodium salicylate. 

* Brill. New York Medical Record, November 12,1901, p. 795. 

* Medical Record, June 17,1905. p. 930. 



